Objectives: To review publications in Clinical Rehabilitation over the last 30 years, discerning the original goals and whether they were met, and describing major trends over the 30 years. Methods: Personal review, backed up by data from 'most read' articles and 'most cited' articles, from yearly lists of all controlled trials published in the journal and other sources. Results: The original goals included making rehabilitation better understood both within and outside the speciality, and more scientific. The first goal is probably not achieved, but the scientific standard of publication is much higher and it routinely recommends the use of guidelines appropriate to the publication. The journal has established a pre-eminent position in publishing randomized controlled trials, systematic reviews and articles on goal-setting. It has developed a series describing rehabilitation interventions. It aims to increase consideration of the theoretical basis of rehabilitation practices. We would like to think its impact has increased -but we cannot prove that! Conclusion: The journal has established some credentials as being a source of clinically relevant evidence and guidance across the whole field of rehabilitation and across most disabling conditions.
Introduction
In 1985, Keith Andrews, the founding editor of this journal, came to the meeting of the (UK) Society for Research in Rehabilitation held in Manchester (as far as I recall) to discuss founding a new journal, Clinical Rehabilitation. I remember arguing against it, suggesting that the existing journals already had great difficulty in attracting high-quality articles and that a new journal was not warranted. Keith Andrews and Arnold (the publisher) ignored my argument, and published the first issue in early 1987. Less than 10 years later, in 1994, I became editor of that new journal! This year, 2016 is its 30th year. This issue celebrates that fact. I start by looking back to the first editorial in this journal, setting out its intentions, to see to what extent the journal has succeeded on its own terms. Then I will highlight the main features of publication over the last 30 years. Its impact is difficult to measure, but some comments are made.
First editorial -February 1987
Dr Keith Andrews opened the first issue of this journal 1 with the words 'One of the problems in bringing out a new journal relating to rehabilitation is to be able to define the term'. I am not sure whether the meaning of the term is now any better known, or any more agreed, but it is not for the lack of trying in this journal 2, 3, 4 and elsewhere. 5 He then said 'An educational model of management is required which depends upon members of the team being prepared to use their special skills and knowledge in a planned programme …', which is an important aspect of rehabilitation; unknowingly, I repeated this 13 years later when I defined rehabilitation as 'Rehabilitation is a reiterative, active, educational, problem solving process focused on a patient's behaviour (disability)'. 5 He then wrote 'We recognise the urgent need for rehabilitation to become more scientificwhatever that means'. This was an introduction to a discussion about measurement. Our most cited article, published in the first issue, concerns measurement, 6 and we have continued a focus on measurement -retitled data collection tools to recognize their broader use.
He returned to science by saying ' We encourage the publication of good scientific papers'. (By now he must have worked out what he meant by 'scientific'!) He emphasized a willingness to publish negative findings, by implication from randomized trials, and that policy has been followed since -and will be in future, because one may learn more from failure than from success.
His final paragraphs concerned publication of original ideas before they had a substantial evidence base, and using the journal to debate strongly held views. I have not carried this forward since Dr Andrews retired. I agree with the intention, but obtaining high-quality, reasoned and evidencebased debating articles is a challenge, and not one I can pursue.
Growth and change
The journal has grown from four issues each year to 12 issues each year. I do not know how many articles were initially submitted each year, but I estimate well under 100 and even in 1994 when I became editor it was only about 100 a year. It is now 850 a year, with another 30-60 being sent for an early informal opinion by email; some are considered worth submitting, but not all. Our current acceptance rate is around 14%.
The journal, like most journals, has greatly improved its own standards. For many years we have asked authors to comply with various standards and guidelines, all easily available on the excellent EQUATOR website (Enhancing the Quality and Transparency of Health Research; (http://www.equator-network.org/). Please visit it for help, whatever you are writing.
We have now moved on, in line with other rehabilitation journals, towards requiring registration of all randomized controlled trials. 7 We also strongly recommend that all systematic reviews are also registered with PROSPERO (international prospective register of systematic reviews (http:// www.crd.york.ac.uk/PROSPERO/). If nothing else, this avoids duplication and the frustration of one review group finding that someone has just published an identical review.
We have also tried to ensure that articles are written in a clear, easily understood way. This is often a struggle because, unfortunately, many people find writing a difficult skill to learn. I should stress that I am not referring to the use of English. I am referring to the ability to write text in a logically coherent, easily followed way that gives appropriate detail but not unnecessary information. For example, from an early stage we introduced structured abstracts, because they are more informative and increase reading of the article. We have continually tried to convince authors not to use jargon, abbreviations and more words than needed. Why an 'upper limb' or 'lower extremity'? Most of us have arms and legs.
Over the last 10-15 years the journal has become largely electronic, completely in terms of submissions and probably largely in terms of readers. One impact of this is that readers are much less likely to discover articles serendipitously. One of the joys of print journals was finding that the article before or after the one you wanted was actually relevant and interesting.
To get over this we introduced an introductory paragraph to draw attention to content that might be of interest. The paragraph is specifically useful in a general journal that covers a broad range of topics, through highlighting the general lessons that might arise from an article about a specialist topic.
A general rehabilitation journal
From the outset the aim was to cover all aspects of rehabilitation. Although we have not covered some academic domains, such as epidemiology, very much, the journal has tried to cover a wide span of topics.
Most classes of disease have been covered, with a predominance of articles about neurological conditions simply because they are the largest group submitted. Our diagnostic range has extended into psychiatric conditions and functional disorders, such as chronic fatigue syndrome and fibromyalgia. Trauma rehabilitation is our latest growth area, reflecting a recognition that all trauma services needed to improve, not least rehabilitation after trauma. 8 The range of interventions covered is also large. Some are specific and medical, such as drug treatments; others are specific and non-medical, such as orthoses and equipment. We have also been interested in broader aspects of rehabilitation, such as service organization (e.g. early supported discharge after stroke), and the value of different approaches, such as the Bobath approach.
The whole process of rehabilitation has also been covered, from assessment and goal-setting though treatment, care and supporting carers, on to approaches to deciding on suitability for rehabilitation and when to discharge. This includes more active consideration of the content of an intervention.
One area of general importance that has not been covered much relates to the theories that underlie the process. There have certainly been some articles, for example considering goal-setting theories or the meaning of 'participation' within the World Health Organization (WHO) International Classification of Functioning, Disability and Health (ICF), but they are relatively rare.
Evaluation of rehabilitation
My primary concern since starting rehabilitation in 1980 has been to find and use whatever evidence exists concerning rehabilitation effectivenesscovering both how to do it and what to do. In 1980 there was little evidence; it was an era when the value of stroke unit rehabilitation was still controversial. Since being editor, I have striven to increase the publication of randomized controlled trials, both those showing an effect and, more importantly, those showing ineffectiveness.
I had two reasons for doing this. The general reason is to demonstrate that the various reasons given for not doing randomized trials are untrue. I will briefly mention some of the more common reasons given for not undertaking a randomized controlled trial. Many are based on (a) the unfounded assumption that any action is better than no action, coupled with (b) a failure to recognize that all actions carry a risk of harm.
• • 'It would be unethical' -This is of course only
true if there is irrefutable evidence, usually from randomized studies, that the intervention leads to a net benefit for a patient. This means that the totality of potential harms should be less than the totality of potential benefit. One specifically cannot assume that an intervention already used widely is beneficial. Equally importantly, one cannot assume that any intervention is without risk of harm. Of all the reasons given, this is the least defendable reason for not randomly allocating patients. • • 'But we could not deny patients treatment' -This assumes that 'treatment' is always beneficial. Many treatments actually cause harm, and one would not say 'but we could not deny our patients the risk of harm'! Moreover, one is never going to give no treatment. All other treatments will continue, and often there is a contrasting alternative intervention. • • 'Patients will not agree' -This is a valid objection, but only if it is in fact true. Most people probably mean 'I do not agree, and will tell my patients that'. If it is explained to a patient: (a) that we do not know whether the intervention is beneficial or harmful (when compared with an alternative); (b) that this study will help find out; and (c) that all other management will continue, many if not most patients will agree to enter a study. I think that the range of interventions studied, the range of conditions studied and the range of settings where studies have taken place in articles published in the journal, should show that almost anything can be investigated using randomized designs. Indeed, one reason for publishing smaller pilot studies has been to demonstrate this. The more specific reason for the focus on randomized trials has been to increase the evidence base so that clinical staff can make more informed decisions when faced with patients. It seems unlikely that any single study we have published has completely changed clinical practice. Indeed, it would be improper for this to occur; every important finding should be replicated before considering a major change in clinical practice. Nonetheless our evidence will contribute to systematic reviews and associated meta-analytic techniques, which allow better use of the large number of small studies published generally.
Within Clinical Rehabilitation the number of randomized trials published each year has risen from three in 1987, to 61 in 2014 and 47 in 2015. The year-by-year figures are shown in Table 1 and Figures 1 to 3 . For the first 12 years there was a slow increase, but with wide fluctuations. From 2000 onwards there has been a major increase.
Until about 2009, the majority of randomized trials submitted were accepted for publication. However, since then we have had to reject an increasing number of submitted trials. Although we do not have a count of all randomized controlled trials submitted, the numbers submitted each year probably exceeds the total number of articles we can publish in a year (approximately 120). Certainly we need to reject a significant number of quite reasonable trials. I only hope that they are published somewhere.
We are now giving preference to studies that are:
• • larger -trials with over 60 people are more likely to give a more valid answer; • • on rare or difficult conditions -smaller studies on, for example, Huntington's disease or low awareness states, are more likely to be accepted than small studies on stroke where it is usually easier to recruit more patients; • • well-conducted pilot, feasibility studies that will probably lead to a major trial; • • novel in some aspect, for example in design or analysis, or in the intervention being studied.
Our record in publishing randomized studies is comparable with other leading rehabilitation journals. 9,10 I am proud of the number of studies we have published to date. Over the next 10 years I hope that gradually the size of the trials will increase. It will be difficult to publish many more trials while continuing to accept other important articles.
We have also published many systematic reviews -177 between 1987 and today. They cover both interventions, and other aspects of rehabilitation such as measurement. Systematic reviews are certainly not perfect evidence, but generally they give stronger evidence than a single study and therefore have a higher priority.
Goal-setting
This journal was not the first to publish an article on goal-setting in rehabilitation. A very quick search of Medline shows the first abstract to include the words 'goal, setting and rehabilitation' was published in 1971: 'Rehabilitation of hemiplegic patients begins with setting reasonable functional goals and a treatment plan to reach them'. 11 An article in 1981 describing the Patient Evaluation Conference System 12 had in its abstract: 'Data are presented which demonstrate level of gain, goalsetting effectiveness and degree of independent function'.
However, we have certainly published many articles on the topic, starting with a pair in 1992, 13, 14 followed up with one in 1995, 15 all from the Rivermead Rehabilitation Centre. In 2009 we published an issue devoted to goal-setting. A quick search on the journal website suggests we have published a total of about 50 articles on goal-setting. To get a fair comparison I ran the same search (Goal and Setting in title or abstract) on Medline: There were 33 hits for Clinical Rehabilitation and 15 for Archives in Physical Medicine and Rehabilitation. 8  613  77  2  53  7  1  2000  15  854  57  2  2  3  1  2001  13  1015  78  2  313  0  0  2002  21  760  36  3  177  4  2  2003  23  1293  56  6  1034  0  1  2004  29  2780  96  9  390  8  2  2005  25  2876  115  14  580  2  0  2006  28  1454  52  6  323  5  0  2007  29  1611  56  8  187  3  0  2008  45  2389  53  13  509  8  0  2009  37  2572  70  9  241  3  2  2010  42  2329  55  5  237  5  2  2011  52  2617  50  7  142  2  1  2012  58  3546  61  4  3640  4  0  2013  57  3378  59  6  2768  4  0  2014  61  3077  50  3  215  2  0  2015  47  3238  69  4 More importantly, from my perspective, articles on goal-setting are regularly among the most downloaded articles from the journal website, suggesting that they are considered useful to people practicing rehabilitation. Indeed, an article on the process of setting Specific Measurable Achievable Relevant Time-based (SMART) goals was, for at least 12 months, the most downloaded article each month. 16 Equally importantly, an article written in 2009 on goal attainment scaling is already the seventh most cited article from the journal; 17 the six articles above were published many years before. Other articles on goal-setting are also within the top 100 cited articles, and five of the top 50 concern goal-setting.
Data collection tools (measures and assessments)
The most cited article from the journal is, unsurprisingly, one describing a good measure, 6 the Nottingham Extended Activities of Daily Living scale. Unsurprising, because each study using it will give the reference, and it is a simple, relevant measure, well suited to large-scale studies.
However, the third, fourth and fifth most cited articles also concern data collection tools (the fifth is on quantifying reliability of a data collection tool). Overall eight of the 50 most cited articles concern data collection tools, and the measures include the Trunk Impairment Scale, the Northwick Park Dependency Scale, the Impact on Participation and Autonomy scale, the Stroke Aphasic Depression Questionnaire and the Nottingham Extended activities of daily living scale. There is also an article that compares three measures of arm function.
The number of existing published data collection tools is huge -with many more unpublished ones or variations on published ones. More are being developed. We can only publish a small proportion of articles submitted on data collection tools and give priority to: RCT: randomized controlled trial.
• • genuinely new tools that fill a gap where
there is a need (many simply mimic existing measures); • • studies that evaluate a tool, either in comparison with other tools, or to determine its utility and how it can be improved; • • tools that are useful generally, and not restricted to a small patient group; • • tools that can realistically be used in day-today practice (i.e. short, simple, not requiring special equipment, free).
Rehabilitation in practice
Several recent systematic reviews have demonstrated quite how rehabilitation has failed to describe interventions. 18, 19 We have for some years tried to remedy this. Authors are now asked to describe any intervention being studied -or to give a reference to a source that does so. We encourage provision of a more detailed description as 'supplementary material', which is made available on the web only. This method is not a full answer, and often descriptions are limited. There are two limitations to most published descriptions. The theoretical underpinning and justification for an intervention is rarely given. This is important because, if the treatment is successful it implies that the underlying theories may be correct and so it facilitates further developments and improvements. The second limitation is that practical advice on how to implement the intervention in clinical practice is rarely given.
In order to overcome these two limitations, we initiated some years ago a 'Rehabilitation in Practice' series. One main goal of this series is to allow researchers to explain the reasoning behind a treatment, and to draw on their clinical experience of delivering the intervention. They are a form of 'Master Class', helping others to know what to do, and why, and how.
We will only publish descriptions of interventions that are being or have been subject to evaluation. There would not be space to allow anyone to describe, even with justification, their own practice. More importantly, there is good evidence that treatments based on theoretical considerations alone are not always beneficial. I should stress that we do not mind if the intervention is shown to be ineffective, or of unknown effectiveness. We should learn as much from failures as much as from success. It is also important to avoid repeatedly trying the same unsuccessful intervention. We have moved on to recommending that articles are written using the TIDieR framework 20 because it covers most important areas. This is not an absolute requirement, and additions are certainly allowed, but it acts as a good start.
This series has been successful. Although the articles may not be referred to as often as we would like, they are downloaded very frequently, which suggests that they are meeting a need.
Theories in rehabilitation
Rehabilitation developed as a very practical speciality, with people considering a practical problem and resolving it in a pragmatic and empirical way. In contrast to modern biomedical practice, it did not follow on from developments in a particular scientific field such as microbiology and cell biology.
Nonetheless, there are many areas of scientific enquiry that are relevant -too many for anyone to know them all. For example, sociological research into stigma and roles is relevant, as is research into learning, behavioural psychology and team function, and how organizations can work more efficiently and many other areas. I hope that over the next 30 years Clinical Rehabilitation will play a part in developing a more formal base of theories relevant to rehabilitation.
The first way is simple, but I hope transformative. I will encourage all authors to consider explicitly in their discussion how the study and its results relate to theory. Did they use a theory to develop a treatment, and do the results support the theory, or not? Do the results of a study provide support for (or against) an existing theory? Does the study suggest a change to an existing theory? Of course, this will require authors to give some thought to theory -that is the main intent -and initially it will be difficult because there is no easy source of 'relevant theories'. Over time the articles in the journal will start to become a repository of ideas and theories.
At the same time, we will encourage articles that specifically consider the theoretical aspects of rehabilitation. There are already some articles of this type. Some are investigations that specifically set out to investigate a specific theoretically derived model. Others use data from other studies to explore a specific concept, such as the term participation as used in the International Classification of Functioning. Theoretical articles may also cover evidence concerning inter-relationships and concepts.
The use of theory can help in two ways. Rehabilitation practice, like all healthcare practice, is overwhelmed with guidelines. In my own area of interest there are guidelines for stroke, multiple sclerosis, head injury, Parkinson's Disease, muscular dystrophy and many more conditions, as well as guidelines for interventions such as botulinum toxin and provision of wheelchairs and for clinical conditions such as prolonged disorders of consciousness and spasticity.
Such guidelines are a useful source of information about the evidence -most are based on reasonably systematic searches -and of advice about service delivery, but they are less easy to use in day-to-day clinical practice. No person can hope to remember the specific guideline for a specific situation. There may be 100 or many more recommendations in a guideline, and sometimes different guidelines will give different or even conflicting advice. Furthermore, guideline recommendations rarely allow for the complexity of a clinical situation. They are based on research in constrained situations, and cannot take into account other problems, other interventions, patient preferences, clinical priorities, etc.
If there is an underlying theory behind a treatment or action, then the person can use that theory and apply it to the particular situation. We do this all the time, unthinkingly. When faced with a novel clinical situation we draw on 'experience' and any relevant knowledge to analyse the situation and determine what to do. However, often our theory (model) is arbitrary and untested. If we used theory more, for example when researching or undertaking assessment (e.g. being aware of the rate of false positives and negatives; considering relative efficiency of different methods, etc.), then we might save much time and money.
I therefore welcome any articles that propose or develop a conceptual basis for any aspect of the rehabilitation process. They should of course be based on evidence as far as possible and should be logically coherent. I also hope that authors of studies will consider in their discussion how their study contributes to supporting or developing a theory.
Impact and influence
Until recently the impact of an article was measured primarily by the so-called impact factor of the journal publishing the research. This is measured by dividing the number of references to articles published in one year to articles published in the preceding two years, by the number of articles published over the same two-year period. This system favours journals with a high turnover of articles, and a short lag between research being published and new research being published based on the original. Rehabilitation journals generally have a lower impact factor. Furthermore, in part because of the lower impact factor, large trials are published in higher impact journals, often general journals. This is good for rehabilitation, publicizing it and influencing clinicians (possibly); it is not so good for rehabilitation journals.
However, it is the measure we have, and Clinical Rehabilitation now has an impact factor of 2.403 and is 10th in its field. The field includes journals that are not, in my view, really concerned with rehabilitation (e.g. IEEE Transactions on Neural Systems and Rehabilitation Engineering, Journal of Orthopaedic & Sports Physical Therapy, Supportive Care in Cancer and Journal of NeuroEngineering and Rehabilitation.
The impact of research and publications can be measured in other ways. For example, Alt-metric assesses reference to an article on social media, where Clinical Rehabilitation does score some success. Our three highest scoring articles (February 2016) scored 188, 21 149, 22 and 105; 23 all concerned low back pain in one way or another. Our 20th highest score was 21, 24 and it is an article describing a better way of organizing stroke rehabilitation.
Articles that are downloaded are presumably considered of sufficient interest to read again and possibly to inform clinical practice. We have relatively high rates of downloading, especially for articles on goal-setting and from the Rehabilitation in Practice series. Many of these downloads appear to be from educational centres, suggesting use by students and those running educational courses. I think that we do have a positive impact on rehabilitation practice.
Conclusion
Over the last 30 years Clinical Rehabilitation has contributed to the improvement of a vital component of healthcare, rehabilitation. Rehabilitation has developed from being a largely practical and empirical way of helping patients, very dependent upon individual ideas and experience, to a fullyfledged area of specialist knowledge and skills. As any reader will know, I am concerned for the safety of this fledgling in the competitive world of healthcare. 25 I hope that Clinical Rehabilitation will play a part in rehabilitation becoming totally integrated into healthcare, with an evidence base and a set of underlying theories as strong as those behind biomedical practice, and will protect it from marginalization.
